The business community has a heightened concern for the health of the working population. This concern is motivated by the increased identification of health hazards associated with employment, and with health care costs for which business and industry pay through health insurance premiums for their employees. Within occupational settings occupational health nurses make up a significant proportion of the health professionals, and frequently are the only on-site health professionals in . daily contact with employees. They are . the vanguard of wellness for the adult working population. Historically, the practice of occupational health nursing has impacted on the health of employees through programs which promote, conserve, and restore the health of workers. If this tradition is to continue, and the full potential for a well adult population is to be achieved, factors which influence the performance of occupational health nurses must be explicated.
One such factor which has been shown to influence the effectiveness of workers in other fields is powerlessness, the belief that one cannot effect change. Seeman (1959) 
defines powerlessness
The authors express their appreciation to Doris Milton, RN, PhD for her assistance in developing this project. as the "expectancy or probability held by individuals that their behavior cannot determine the occurrence of outcomes or reinforcement they seek." Powerlessness is one of five variants of alienation. Powerlessness is identified with alienation from roles, whereas, the other variants may be more closely aligned with societal or cultural values and norms. Thus, the concept of powerlessness was selected as the appropriate variant of alienation to be studied among occupational health nurses. The purpose of this study was to ascertain the degree of powerlessness perceived by a group of occupational health nurses, and to identify those factors associated with the individual and the work environment which may impact on the nurses' perception of powerlessness.
The literature, as well as discussions with occupational health nurses, revealed several dilemmas for professional nurses employed in occupational settings. Factors identified with the dilemmas for the nurse included: 1) a goal of productivity and profit in contrast to a goal of health for its own sake; 2) the distribution of power in an organization; 3) informal and formal organizational procedures used to effect change; and, 4) the knowledge base which is necessary to plan, implement and evaluate health programs for the working population. All of these factors have been shown to establish a climate for powerlessness on the part of workers (Personal communication with E. Guilbert, January 24, 1982) (Herman, 1978; Reill, 1974; Seeman & Evans, 1962) .
INSTRUMENT
For purposes of this study, the Guilbert's Health Care Work Powerlessness instrument was used to determine the degree of powerlessness perceived by occupational health nurses (Personal communication with E. Guilbert, January 24, 1982) . In addition, questions included on the questionnaire provided a profile of the nurse and employment settings in which occupational health nurses worked.
The Guilbert Health Care Work Powerlessness instrument is made up of 14 paired items designed to elicit the degree of control an individual possessed in the work setting. Guilbert established validity of the instrument through a panel of experts. Studies have shown the powerlessness scale to be positively correlated with generalized powerlessness (R .45) and alienation (R .36) (Ward & Lindeman, 1978) . The internal reliability coefficient reported for the instrument ranged between.72 and .86. These reliability coefficients were established in studies with as few as six subjects and as many as 208 subjects. In the present study a reliability coefficient of .89 was obtained using Cronbach's Alpha.
RESULTS
The findings of this study are based on the questionnaire responses of 101 occupational health nurses employed in occupational settings of a southwestern state. These respondents represented approximately 55% of the employed occupational health nurses in the state. More than half of the respondents worked in electronic industries, aerospace industries, and white-collar businesses of the largest urban center. The largest number of nurses in the study group were employed in agencies with Occupational Health Nursing, January 1985 POWERLESSNESS an employee population of 1,000 to 5,000. The geographic distribution of the study group was comparable to that of the occupational health nurse population in the state. The mean age of the respondents was 46.7 years with a range between 26 and 72 years. The years of practice in occupational settings ranged between one and 35 years with a group mean of 8.3 years. Only three respondents were men. Approximately 45% of the respondents had worked in occupational settings for five years or less. The percentage of nurses with relatively few years of experience in occupational health nursing is higher than that which is reported for the nation. This difference may be attributed primarily to the developing nature of industry and business in the state and the high migration of nurses into the state.
Eighty percent of the nurses received their basic education through Associate degree or Diploma programs and 72% of the nurses held the associate degree or diploma in nursing as their highest educational credential. Since it is well known that these programs do not ordinarily prepare nurses for occupational health nursing practice, the educational preparation for this area of practice was obtained primarily through continuing education programs. Approximately 70% of the nurses reported recent attendance at continuing education programs. However, only seven respondents reported certification from the American Board for Occupational Health Nurses. More than half of the respondents held membership in the American Association of Occupational Health Nurses, in contrast to a much smaller percentage of respondents who held membership in other professional nursing organizations.
Respondents' mean score on the Health Care Work Powerlessness instrument was 4.0 (SD 3.9). This score indicated a low degree of powerlessness for the study group in contrast to reports of other studies on non-nurse populations. However, the mean for the study group was higher than that reported for two other nurse groups (Mohn, 1982; Santora & Steiner, 1982) . The reported mean score for school nurses was 2.4 (SD ± 2.9) and community health 34 nurses was 3.2 (SD ± 4.0).
Respondents in the current study identified as staff/clinic nurses reported a higher degree of powerlessness than charge or supervisory nurses. The difference in powerlessness scores was twofold greater for staff as compared to change nurses or supervisors. A oneway analysis of variance was computed using the five work positions identified by nurses in the study. A significant difference was found in the mean powerlessness score by the position the nurses held (F(F4,96) = 3.7, P > .05).
The nurses in staff positions reported greater feelings of powerlessness compared to those nurses in positions for which there wasgreater decision making authority (Table1).A study of powerlessness among hospital nurses reflected this same finding.
In the current study approximately 30% of the nurses reported working alone. A low association was found between the number of nurses employed in the work setting and the degree of powerlessness reported by the nurse (R = .2, P < .04). The greater the number of occupational health nurses employed in an agency, the greater degree of powerlessness reported by the nurses. The size of the plant had no association with the powerlessness perceived by respondents. Characteristics of the nurse such as years of experience and level of formal education showed no relationship to the degree of powerlessness expressed by the respondents.
Characteristics of the employmentsit· uation which had been shown to effect powerlessness in non-nurse qroups were also studied. These characteristics included amount of control in the health unit, employer support, and knowledge required for job performance. Table 2 reports the powerlessness scores by these characteristics. Thirty-four of the participants indicated much control in the health unit. The powerlessness score increased in a step-wise fashion as the amount of unit control decreased. A more than threefold difference in the powerlessness score was found for occupational health nurses reporting little control versus those reporting much control. The correlation between unit control and powerlessness was .5 (p :os: .01). Thus, 25% of the variation in the powerlessness score for the occupational health nurses could be explained by their perceived level of control in the health unit.
Employer support was also found to be associated with the degree of powerlessness reported by the nurses. About 51 % of the respondents reported the employer moderately supported their position. Thirty percent of the respondents reported minimal or no support. A fivefold increase in powerlessness was reported by occupational health nurses with no employer support in contrast to those reporting maximum support from the employer. The correlation between employer support and the degree of powerlessness among nurses was .6 (p~.01). The degree of powerlessness reported by the respondents also was associated with educational preparation.
Educational preparation was related to powerlessness in terms of the nurses' perception of their knowledge base for job performance. Approximately an equal number of nurses (N = 27) reported a need to upgrade their educational preparation as those (N = 29) who reported their educational preparation exceeded their requirements for job per-formance. The degree of powerlessness was highest for nurses who reported their educational preparation exceeded their need for performing the job and lowest for those nurses who reported their educational preparation was appropriate for their job requirements.
DISCUSSION
The occupational health nurses in this study perceived themselves to have a low degree of powerlessness in contrast to non-nurse groups. Guilbert predicted the feelings of powerlessness would be skewed toward the low end of the powerlessness scale (Personal communication with E. Guilbert, January 24, 1982). Studies support this prediction (lsmeurt, 1982; Mohn, 1982; Santora & Steiner, 1982) . The low levels of powerlessness reported by the occupational health nurses may be attributed to the authority granted professionals for their specialized knowledge relevant to the specific tasks. Occupational health nurses have specialized knowledge for the occupational setting, and the nurses were awarded this authority in the form of control in the health units.
Another factor reported as contributing to lower levels of powerlessness for the occupational health nurse is the exercise of professional authority in the corporate structure (Ismeurt, 1982) .This authority is granted to professionals for the purpose of task completion in their specialty areas. Professional control is needed to develop the health care programs, and possessing this control could further lessen the degree of per-FENNELL & WOOD ceived powerlessness. Perceived powerlessness varied among the nurses, and findings seem to indicate that the association between control and powerlessness was related to nurses in management versus those in staff roles. With staff nurses reporting the highest degree of powerlessness, the relationship between nurses in staff positions to those in management may be more critical for the nurses in this study than delegation of control by the corporate structure.
Delegation of decision-making authority to the occupational health nurses is dependent on top management's perception of the nurse's role in the corporation. Employers who are able to see the benefits of maintaining the health of the workers may be more supportive of the occupational nurse in a middle management role. Employers who involve their middle managers in decision making are reported to increase job satisfaction among these employees and lower the degree of perceived powerlessness (Cassel, 1973) .
Several respondents in the study group thought their employer's minimal or non-support could be attributed to the economic climate. Corporations have trimmed all non-essentials from their budgets. Nurses may have misunderstood the austerity measures as a lack of concern for health programs and, in turn, their perceived degree of powerlessness was increased.
Other findings suggested that those who worked in a group experienced feelings of powerlessness. The supervisor or an occupational health nurse with seniority is in charge of a nurse group; hence, the staff nurses will be considered as part of the group and may not be able to initiate programs without group concurrence. Authorization from the supervisor would also be a factor in program planning. This situation represents an unequal distribution of authority within a professional group. With group membership the staff nurses also may not feel fully utilized. This feeling of underutilization can lead to feelings of higher degrees of powerlessness and dissatisfaction.
Nurses are educated primarily to work in therapeutic environments in health care institutions. Few nurses enter occupational health with educational background in management and marketing or knowledge of corporate patterns of interaction. This lack of knowledge may scramble the communications between the industrial manager and the occupational health nurse. For instance, after a needs assessment is completed the occupational health nurse must present a proposal for a health program from a prospective that is relevant to management. If the nurse does not present it in this manner, the presentation may be tabled or rejected without full consideration. The occupational health nurses' limited educational background for the business environment may influence their frustration and, in turn , their perceived degree of powerlessness may increase.
SUMMARY
In summary, occupational health nurses express a low degree of powerlessness . The variation in the degree of powerlessness among occupational health nurses is related to the degree of control nurses have over the health unit, the knowledge base for job performance, and the employer's support for the health unit. The low degree of powerlessness among the nurses may serve as a valuable asset in planning and implementing health programs. For nurses working in staff positions the use of participant management skills on the part of a supervisory or management nursing person may increase the degree of professionalism for staff nurses and consequently reduce their feelings of powerlessness. Nurses with a knowledge base incongruent with the expectation for job performance should consider updating themselves with the appropriate knowledge base required for job performance. Updating their knowledge base could conceivably decrease their feelings of powerlessness.
Involvement of professional nurses in the corporate structure for the purpose of interpreting health hazards for workers and designing programs to ameliorate the problems may decrease the powerlessness of the nurses and assist in developing health programs which mutually benefit the corporation as well as the individual worker.
